Using the metaphor of a message in a bottle as a framework and sending an S.O.S. to adults, the question of what are the three biggest needs of children and young people was asked. Data consisting of 107 important needs of children and young people was collected from 36 children and young people both in and out of hospital: in hospital by chaplains and other health care professionals, and out of hospital by children and youth work undergraduate students. This was a convenience sample across the United Kingdom with the majority of respondents in the Midlands. The data were coded and then thematically analysed and separately compared to Maslow's hierarchy of needs. Emotional needs was the largest theme for hospitalised children and young people and relationship needs for the non-hospitalised children and young people. For both groups Maslow's level 3 need of belonging was the greatest averaging at just over half the needs shared. A discussion of the results of the analyses identifies some ways in which the needs of hospitalised children and young people may differ, identifying some implications for practice.
Introduction
A message in a bottle is an ancient concept with reportedly the first one being sent in 310 BC (Pinksy 2013) . There are many stories of how a bottle, thrown into the sea, is washed up somewhere, sometimes years later. A poignant example is that of Sidonie Fery who in 2002 wrote 'Be excellent to yourself, dude' . When the bottle was washed up in the debris from Hurricane Sandy, Sidonie was already dead (Pinksy 2013) . Using the imagery of a message in a bottle and perhaps the idea of sending an S.O.S to the world offers a simple activity that can be done as part of a regular club or activity or in visiting patients in hospital. The principles behind engaging in such activities with children and young people in hospital has been articulated in previous publications (Nash et al. 2013 (Nash et al. , 2015 . However, this article focuses on the needs identified through the activity rather than the activity itself and seeks to make suggestions as to the implications of this for spiritual care. Using such an activity as a trigger for a piece of research is building on the growing acceptance that research is an integral part of the role of the chaplain (Cobb 2005; Weaver, Flannelly, and Liu 2008) and may even be a chaplaincy intervention (Grossoehme 2011) . This was a small pilot to test a methodology which can be used more widely in this and other contexts.
Spiritual need
There is no commonly agreed definition of spiritual need although spirituality can be seen as an underpinning concept. Likewise, spirituality is a contested term in part because of its use across a variety of disciplines, practice areas and approaches to researching it (Holmes 2007) . Swinton (2001, 25) , for example, offers five central features of spirituality: meaning, values, transcendence, connecting and becoming. A definition adapted for children is 'ability of a child through relationships with others to derive personal value and empowerment' (Hart and Schneider 1997, 263) . Nye (2009) , again writing about children, identifies elements of a conscious and unconscious natural awareness of the sacredness of life and a 'being in relation' or awareness of transcendence. Spirituality is not static and young people can have a changing sense of spirituality (Bellous and Csinos 2009) . A helpful summary of the concept of spirituality which we are currently using is derived from an American consensus conference and is widely used in health care: 'spirituality is the aspect of humanity that refers to the way individuals seek and express meaning and purpose, and the way they experience their connectedness to the moment, to self, to others, to nature and to the significant or sacred' (cited in Puchalski and Ferrell 2010, 25) .
In our understanding spiritual needs are those which derive from a person's expression of their spirituality and may be impacted by the wider context: social circumstances, including culture, faith, class, race, gender, wellness or illness; identity formation and self-esteem; responses to stress, change and rejection; stage of development including cognitive, emotional, social, physical and spiritual. The intention in addressing spiritual needs is to work towards mitigating spiritual distress and enhancing spiritual well-being which is 'a sense of satisfaction and contentment with life indicated by an inner peace, self-acceptance, the capacity to encounter the transcendent and an awareness of "Other", a sense of connectedness to and engagement with a wider community and the world and a sense of purpose and meaning in and for life' (Nash and Pimlott, 2012) .
Assessing the spiritual needs of children and young people is complex and traditional approaches to spiritual assessment used in health care settings often do not work or are not appropriate (McSherry and ross 2010) . In previous research undertaken at Birmingham Children's Hospital (Nash, Darby, and Nash 2013) we identified these spiritual needs from a participation project which was carried out across the hospital using a variety of activities: identity, connectivity, belonging and community, safe space and privacy, meaning making, empowerment and autonomy. In a subsequent research project with young people with cancer (Darby, Nash, and Nash 2014) we identified three key themes in relation to spiritual needs: personal issues, relationships and attitude, and environment. Personal issues included fear; loss; isolation, boredom and loneliness; personality and culture; need to give not just receive; achieving. relationships and attitude included being listened to and empowerment; engendering resilience; receiving acts of kindness. Spiritual needs around the environment included conducive physical and emotional space and building community. In the study explored in this article we were seeking to identify if there were any differences in need between hospitalised and non-hospitalised children and young people that might sharpen our understanding of spiritual need in sickness with the resultant implications for interventions.
Spiritual care is a discipline which seeks to respond to spiritual needs. The provision of spiritual and religious care was enshrined in the establishment of the National Health Service in the UK and the key role of chaplains is to meet the spiritual and religious needs of patients and staff (Department of Health 2003) . The approach we take at Birmingham Children's Hospital is summarised here (adapted from Nash, Darby, and Nash 2015) : children and young people are spiritual as well as physical beings, each one is unique and should be treated with dignity, respect and compassion. Children and young people value being listened to, taken seriously, be empowered, offered autonomy as appropriate and feel connected to others. They appreciate being given the opportunity to make a contribution and be part of a community. relationships should seek to develop rapport and trust and their worldview and beliefs be respected and supported. Time should be taken to create a safe and sacred space and to help them explore a 'new normal' as well as wrestle with important questions about life and living. Spiritual care helps children and young people discuss the difficult and complex aspects of their journey as well as meaning, purpose and connection.
Methodology
In order to carry out a comparative study looking to explore any differences between the spiritual needs of children and young people in and out of hospital, the same question was asked of a convenience sample of chaplains and health care professionals attending a paediatric spiritual care conference at Birmingham Children's Hospital and undergraduates studying children and family or youth work at the Midlands Institute for Children, youth and Mission where the author teaches. The question was: What are the three biggest needs of children and young people today? The expectation was that participants would ask the question as part of their usual work and make it clear that the answers would be seen by a range of adults who were interested to know more about the needs of children and young people. With both groups, participants were asked to bring the answers to the question with them to an event and add them to a bottle. In respect of the conference this was a glass bottle available at the registration desk and for students it was a bottle drawn on a large sheet of paper to which post it notes with the responses were added.
The question was carefully crafted. The word spiritual was omitted as a qualifier of need as it was felt that this would need too much explanation as to what this meant. The question was asked vicariously, i.e., children and young people in general rather than the particular needs of the individual as this allows participation at whatever level feels safe. It also gives the opportunity for further conversation but there was no attempt to either suggest this should happen or to gather any data from it if it did. Three needs were chosen as a manageable number but one which might elicit a range of responses without seeming too difficult.
The data were then collated so a list of all the responses was available with the hospital and non-hospital lists kept separate. The initial analysis was undertaken by third-year undergraduates at the Midlands Institute for Children youth and Mission under the supervision of the author. They had also been part of the data gathering team and this activity was included as part of a module on research methods. The first stage was to code the different responses and once that was done, identify themes.
After this, a second approach to analysis of the needs was done using Maslow's (1954) hierarchy of needs to have a way of categorising the needs in relation to an accepted model. Checking and refining these two elements of the initial analysis was done by the author. Maslow suggests that there are five categories of basic needs: physiological; food and drink, sleep), safety (feeling secure), belonging or social (belonging to a group, feeling loved), self-esteem (self-respect) and finally, self-actualisation (growth, personal development). He posits that the lower needs are more powerful than the higher needs and that if the basic needs are met then it is easier for people to have their higher needs met. While there may be some critique of Maslow (Neher 1991) and dispute as to whether the hierarchy works in quite this way (Narayanasamy 2010) , the theory is still well used and well known across disciplines and contexts (Henize et al. 2015) , this was a primary reason for choosing it for this study. A major study (Tay and Diener 2011) across 123 countries established that the needs identified by Maslow can be seen across cultures and that people did tend to pursue the basic needs first. However, they did find that people could fulfil the higher level needs even if they had needs at the first level which were not being met (Tay and Diener 2011) . However, Maslow's theory is still used in literature about the sort of work with children and young people that may be done in response to the identification of spiritual needs (e.g., Sharp 2001; Plummer 2005) as well as the focus of relevant contemporary academic articles (e.g., Duncan and Blugis 2011; Bayoumi 2012; Lester 2013; Henize et al. 2015) . Medcalf, Hoffman, and Boatwright (2013) specifically suggest that Maslow has relevance for work with children and sought to analyse dreams (wishes and hopes) through this lens.
Findings
There were 54 individual needs collected from children or young people in hospital and 53 from those not in hospital giving groups of a comparative size and suggesting that eighteen children and young people are represented in each group. To ensure anonymity of contribution no demographic details were collected. responses showed that some answered as if the questions were asked of them e.g., 'to become a doctor'; 'be treated as a person with feelings not just a disease'; 'my child' . Others were expressed more broadly, 'easy access to good education and healthcare'; 'food'; 'medicine to keep everyone well' . responses from some could have been either 'to be understood more'; 'adventure'; 'cash' .
Initially, the themes which were identified were (in alphabetical order): activities, emotional, essential, physical, qualities, relationship, security, support, technology. This wider group of themes reflected some of the initial coding which was done. Upon further reflection, these were narrowed down to four as the remaining five had very few needs included in that heading and could be included with others. The top theme for hospitalised children and young people was emotional needs e.g., 'talk about life and living'; 'to be happy'; 'cuddles' . For non-hospitalised children and young people it was relationships e.g., my family; 'someone to get alongside them' . The reverse was the second greatest need in each category thus relationships for the hospitalised children and young people e.g., 'family'; 'people around us that love us' and emotional for the non-hospitalised e.g., 'having someone to talk to about problems'; 'understanding their needs' . Activities e.g., 'football'; 'activities to occupy time' were a joint second for the non-hospitalised group at 26.4% but only 9.3% for the hospitalised e.g., 'have games and toys'; 'minecraft' . Essential needs made up over a quarter of those for the hospitalised group e.g., 'food'; 'home' but only 17% for the non-hospitalised e.g., 'oxygen'; 'cash' ( Table 1) .
The main debate over allocating needs to Maslow's hierarchy was the understanding of self-actualisation. Whereas Maslow felt that only a limited number of people might reach the fifth level of self-actualisation current understandings of the meaning of personal fulfilment and expression of talents mean that some of the activities identified as needs were seen as a vehicle for this. For both groups belonging needs, sometimes called social needs were the highest averaging at over 50% of identified needs. It was interesting to note that 27.8% of the hospitalised group were in the two lowest levels compared with 17% of the non-hospitalised. Numbers of needs relating to esteem and self-actualisation were similar although slightly higher for the non-hospitalised group. The main difference between the Maslow analysis and the thematic one appears to be that responses around home were seen as essential in the thematic analysis but level 2 in Maslow as it related to safety and security rather than purely physiological needs although shelter could be perceived as level 1 (Table 2) .
Discussion
The two different lenses used to analyse the data offer the opportunity for a deductive approach to identifying if there are ways in which spiritual needs differ for children and young people who are hospitalised. None of this discussion is intended to suggest that the usual range of spiritual needs is not to be found in both groups but to identify if there are some nuances that can be identified in respect of hospitalised children and young people with the intention of enhancing spiritual care practice to respond to spiritual needs. The discussion draws on the Table 3 which is a synthesis of three different areas we have explored spiritual needs from and should be read horizontally to show where different needs are located. 
Essential needs
The higher number of essential needs for hospitalised children and young people (25.9-17%) might suggest that being in hospital can focus the mind on the necessities of life, and that issues around food, drink, access to toilets and bathrooms are more in the forefront of one's mind. This also relates to the higher number of needs allocated to the first two levels of . Taking Maslow's theory that the basic needs have to be met first means that if such needs are not being perceived to be met, patients may be less open to having their wider spiritual needs met through spiritual care interventions. Although it may also be important to consider in what way the meeting of these essential needs contributes to their sense of connectedness and meaning making and thus their spirituality. For some children perhaps there is an increased sense of dependency which they may have been moving away from but which is perhaps better seen as interdependency as a network emerges around a sick child and connectedness happens in many different ways. Helping them to see ways in which they give to others may enhance this sense of interdependence. It may be that there are times in the day in hospital that children and young people are more open to engagement in spiritual care depending on what else is happening and their particular treatment regime. Thus appropriate liaison with ward staff can be helpful to understand the pattern for a ward or individual patient as well as specific diseases, thus thirst can be an issue for patients on dialysis and food restrictions for a patient with diabetes. If a patient is struggling with such basic needs that may be taking a significant amount of the energy they might otherwise give to other needs. It may also be helpful to consider the needs of parents and families in the light of Maslow's hierarchy (Henize et al. 2015) .
Connectedness and belonging
The main thematic need identified for hospitalised children and young people was emotional which contributes particularly to one's capacity for connecting. One of the implications of this is the importance of developing emotional literacy 'the ability to recognise, understand, handle and appropriately express emotion' (Sharp 2001, 12) . Sharp discusses emotional literacy in the light of Maslow suggesting that at level 1 there is a base level and often a fight or flight response; level 2 focuses on security and attachment formation; level 3 self-awareness, empathy and caring; level 4 self-aware and motivated; and level 5 highly emotionally literate and recognised as so by others (Sharp 2001, 14) . Worthy of note is the potential need for attachment formation (Mooney 2010 ) which may also relate to the need to belong also which was the highest (48.1%) in the Maslow analysis. Attachment issues might also be a reason why it can be hard to build rapport with a particular child or young person (or their family). Conversely, there may be children or young people who go on to develop a strong attachment to a particular member of the team, perhaps the distinction of 'friends of' rather than 'friends with' (richards 2014, 124) is helpful in reflecting on some of the dimensions of a spiritual care relationship. The belonging, level 3, need in Maslow encompasses the relationship need in the thematic analysis as well as some of the emotional ones (others relate to esteem). It encompasses desires for love, acceptance belonging and friendship. That nearly half of the needs fell into this level suggests that it should be a significant element of spiritual care offered and relates particularly to the spiritual need for connectedness. Many of the needs expressed that were classified at this level included family and friends and was expressed with more or less sophistication depending on the participant thus 'Mummy'; 'family and friends'; 'a loving supportive stable family'; 'good social network with strong friendships' . While a child or young person is in hospital they can be seen as joining a new family, the hospital family and the response of 'people around us that love us' perhaps begins to get to what that means. I recently visited a 9-year-old renal patient who began talking about members of the chaplaincy team who loved him, he did this in a very natural way but it was clearly important to his sense of belonging. Social media can help with a sense of belonging and when you look at the official twitter or facebook accounts for Birmingham Children's Hospital there is very much an 'our' flavour to them. While friends and family were also important to non-hospitalised children and young people too there was also a glimpse of the importance of clubs they attended (where the question would have been asked) which suggests that for some children and young people there are other significant places of belonging too. School might be this for some and a spiritual care strategy that encourages schools and other community groups to continue to offer support to those in hospital will be important for many.
Identity
Some of the responses from hospitalised children and young people in the data make it clear that the emotional needs were, in part, about people having time for them and while understanding was found in the data for non-hospitalised young people as was someone to talk to, some of the former responses were sharper. Thus 'to be treated as a person with feelings -not just disease' perhaps indicates a frustration with the care being received and the same person expressed a desire to talk about life and living while another qualified being understood with 'more' . One of the dilemmas of becoming sick is that sometimes it can have a profound impact on identity through such things as changes in physical appearance or capacity to engage in previous activities. Agreeing with Jacober that 'identity is what each of us discovers and creates in telling our story, both to ourselves and others ' (2014, 97) suggests that part of what is involved is finding a new way of telling our story, the old one no longer fits or describes what is the new reality. When connected to emotional and esteem needs then affirming the new identity and encouraging a discourse of different but equal and an inclusive attitude and approach may be particularly important when working with hospitalised children and young people, especially those whose esteem was high before the sickness happened. research from the Children's Society (2014) suggests that having an identity which is respected is one of the six core elements of improving children's well-being.
Meaning making
Issues around identity may need to be responded to by exploring meaning making. We developed a project focusing on the elephant in the room which gave opportunities, while decorating a decopatch elephant, to talk about those things no one else was engaging with (Nash et al. 2015, 190-192) . One young woman created a yellow elephant and a yellow room and talked about how no one could see her elephant, she was not able to be authentically who she was in her setting as part of her wasn't given a voice. Spiritual care activities can be designed to respond to particular spiritual needs as well as to help assess them and we have developed the term interpretive spiritual encounter to describe how we do this (see Nash et al. 2015) .
Participation in activities was a much lower reported need for hospitalised children and young people (9.3-26.4%). This may reflect the lack of access to usual activities in hospital and an engagement with this reality. However, as participation in activities can, for some, be linked to either self-esteem or self-actualisation then understanding what activities are possible which might fulfil these needs is an element of spiritual care. This can relate to spiritual needs of seeking to find and express meaning. A question that we sometimes use is 'What lifts your spirits?' with the intention of seeing what might be possible in relation to the answer. The work that we have developed at Birmingham Children's Hospital does result in children and young people meaning making through activities as well as sometimes having a product of which they can be proud (see Nash et al. 2015 for examples). It also highlights the potential significance of play and youth work provision where activities and some degree of normalisation may be possible.
Esteem needs
Esteem needs were not very high in either group (9.3 and 11.3%). This may be because the question asked for the three most important needs of children and young people which, if one reflects on Maslow are more likely to be drawn from his three lower levels. Within the hospitalised group it may also reflect that esteem needs can be around achievement and competence and such needs may fade into the background in the light of illness and their meaning diminish in that context. However, this may mean that spiritual care should have a particular emphasis in this area in order to support reflections on identity, meaning and purpose and connectedness with self, others and the world. It resonates with the comment above about being treated as a person not just a disease and the importance of acceptance for who they are now, illness included. One of the difficulties for children and young people can be when they feel dropped by friends and sometimes even family and they perceive this is because of their illness rather than it perhaps being that others do not know how to cope with them being sick (Darby, Nash, and Nash 2014) . Plummer (2005) suggests that to establish and develop healthy self-esteem seven elements are necessary; self-knowledge, self-acceptance, self-reliance, self-expression, self-confidence and self-awareness seeing these as foundational to good social and emotional health. If a child or young person is in hospital they already potentially have a deficit in physical health, the intention of spiritual care would be that they do not have a deficit in spiritual health. Helping to address esteem needs contributes to this. This list of elements can help in the crafting of activities to use with children and young people and a conscious reflecting back may take place to help them capture any learning, insight or development. In a study using Maslow to evaluate the provision of parent accommodation at a hospital one of the findings was that parents wanted to find ways of giving back to meet esteem needs (Duncan and Blugis 2011) . Encouraging patients to give enhances their connectedness to a broader community and world. One of the projects I was involved in at Birmingham Children's Hospital involved supporting young people to make things to sell for Children in Need (a major annual fundraiser on BBC television). This enhanced self-esteem for a group of patients that were largely struggling in this area.
Mitigating spiritual distress
Another interesting dimension about the responses from hospitalised children and young people themed as emotional was a higher number of references to normal everyday occurrences outside of hospital around family, hugs, kisses, cuddles, having Mum around and bedtime stories (these latter two were classified as relationship) but all these may represent a desire for normalisation. This might be particularly true in an environment where things happen to you that are not normal such as sticking a needle into you, invasions of privacy, examinations and procedures. If spiritual care can provide a window of normalisation then this may help meet some of the emotional needs faced by patients. While touch and hugging need to be carefully risk assessed in the light of safeguarding policies, it is most usual to see a patient with a parent present then communicating care in this way can be appropriate with some patients. What this may also suggest is an enhanced need for comfort in an unfamiliar environment which might be causing 'spiritual distress' (Pridmore and Pridmore 2004, 26) .
Interventions
Using Maslow offers a way to categorise the type of interventions which may be offered in response to needs identified. To do this effectively it is then necessary to understand what type of need is being expressed in an encounter. Bayoumi (2012) suggests that if patient needs are known, and she uses the Maslow framework to articulate this, then support can be more clearly prioritised which will enable patients to move towards self-actualisation. It may also be possible to use the Maslow framework to explore what assets children and young people have at each level helping them to see what they already have to draw on in support of spiritual needs identified that need to be met.
Limitations
It is acknowledged that there are limitations in this research which in part was a pilot of a methodology which can be adopted for a larger scale study in the future. The sample size was limited which means that statistics have to be read in that light. It was a convenience sample and in future research a more purposeful approach to sampling may be appropriate, particularly in a comparative study. Because data were gathered by both students and chaplains complete consistency in the way that the research question was asked was impossible to guarantee.
Conclusion
This initial project has demonstrated that there are differences in the ways in which children and young people in or out of hospital understand what needs are most important. Essential needs are higher in hospital and this may take more time and energy in a context where energy may be in shorter supply and also where there is less control as to how these needs may be met. This may have an impact on how and when spiritual care may be engaged with whereas with non-hospitalised young people essential needs are most often met outside of the context children or youth workers meet with them. While both groups see belonging as the most important need within the Maslow hierarchy, there are more limited opportunities to belong while in the hospital setting and experience is that some patients feel a lack of connectedness to people and places where they used to feel a sense of belonging. Thus, it may be particularly important that there are staff who work hard at building relationships and engendering a sense of belonging to a ward or unit or hospital. Meaning making may need to be more purposeful in a hospital context as there are less opportunities to engage in the sort of activities that help non-hospitalised children and young people in this area. There is already a deficit for hospitalised young people in physical health, seeking to address spiritual health through meaning making is an area which spiritual care needs to address in order to promote well-being. This learning may inform professionals supporting hospitalised young people and offer insights to develop approaches to spiritual care to respond to spiritual needs. The main areas that we did not explicitly find that emerged in earlier research were issues around boredom and loss. Isolation was not specifically mentioned but the desire to belong and connect which mitigates isolation suggests that not being isolated is important.
Further research could happen in a variety of ways as well as a larger scale version of this one. A separate study on the needs of parents could be undertaken and analysed in relation to Maslow's hierarchy which would help with the further development of a spiritual care approach relevant to their needs. The same question could be asked but in a mini-interview recording the reasons why individuals gave the answers they did which would nuance the findings further. The approach could also be used on specific wards to get a snapshot of the needs on that ward and the question amended to make it context specific e.g., What are the three biggest needs of children and young people on Ward X? It may also be possible to frame questions around the five levels of Maslow's hierarchy and identify needs through that lens. For a future study a recording form would be developed which would capture demographic data to enable further analysis to be undertaken but which assures anonymity of individuals researched.
This methodology is adaptable to a range of questions and issues and could be a recurring activity. you can buy small bottles and encourage people to put their notes in them and create a beach with sand to place them on if you want a more visual activity (in a hospital context risk assessment would need to be done and infection control considered) or draw a large bottle and use post it notes for the messages. With the growth of evidence-based practice, participation and consultation as core values such activities can help to gather useful data but in an engaging way which might capture imagination of a wide range of patients, children or young people. It might be that you actually do collect the messages and put them in a bottle which goes into a river or the sea. It is also an activity which can be used to develop research skills as it is an accessible small-scale project which can provide data or an evidence base to inform practice.
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